Case reports
. Pharyngeal (arrowed) and palatal mucosa showing extensive ulceration This was withdrawn in 1984 due to the development of a peripheral neuropathy. The PG promptly relapsed. Sulphamethoxypyridazine (Lederkyn) was commenced in September 1988 and resulted in complete clearance of the cutaneous lesions, though the severe episodes of pharyngeal ulceration continued unabated. He is at present maintained on 15 mg prednisolone and 750 mg Lederkyn daily.
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Discussion
Although the aetiology of PG remains obscure, attention has focused on the immune system. Granulocyte abnormalities, including chemotaxis, migration and defective bacterocidal capacity have been described" and defects of cell mediated immunity have been noted".
While aphthous ulceration is not uncommon during the acute stage, PG rarely affects the oral mucosa':". The clinical details of these reports are summarized in Table 1 . There are no reports of pharyngeal involvement. These differ from our case not only by the absence of pharyngeal lesions but also by the fact that all but case 3 had underlying disease and all had oral ulceration of relatively short duration. Our patient is unusual because of the prolonged relapsing course of the disease and the severe nature of the pharyngeal ulceration.
Though the efficacy of thalidomide in treating Beheet's syndrome and severe oral aphthous ulceration is recognized", its effectiveness in PG is less well known. Munro? reported a case of PG in association with Behcet's who responded to thalidomide 400 mg within 48 h. Our patient improved dramatically on thalidomide and remained in remission for nearly 2 years.
The use of antimicrobials in the treatment of PG has received renewed attention in recent years. Both Clofazimine" and levamisole" have stimulating effects on neutrophil function while tetracyclines are known to inhibit the chemotactic responsiveness of neutrophile". Though their precise mode of action is unknown it may relate to these effects on neutrophil polymorph function. Our patient's cutaneous lesions responded completely to a low dose of sulphamethoxypyridazine. There are no reports of this (Figure 1 ), followed by the development of typical cutaneous pyoderma gangrenosum lesions.
Since then, the condition has run a chronic relapsing course with frequent exacerbations. Recurrences have been heralded by the onset of severe painful pharyngeal, soft palate and tongue ulceration, followed by the development of ulcerating lesions on the shins and hands.
Investigations revealed no evidence of underlying disease. A biopsy from the pharyngeal wall showed an ulcer with a vascular bed and a dense mixed inflammatory infiltrate. Sections from a skin lesion showed epidermal ulceration with a neutrophilic inflammatory reaction. Direct immunofluorescence on the pharyngeal mucosal biopsy was negative.
The disease was controlled with 60-80 mg of prednisolone daily between 1976 and 1980. Courses of azathioprine, cyclophosphamide, dapsone, levamisole, 13-cis-retinoic acid, colchicine, salazopyrin and mesalazine had no effect on the disease. In 1980, however, there was a dramatic response to thalidomide 100 mg daily with complete remission of both pharyngeal and cutaneous ulceration which lasted 2 years. sulphonamide ever being used in PG. If the response to this drug is dose-related it might explain why there was no improvement in the pharyngeal ulceration in our patient.
In summary we have reported a case ofPG with unusually severe and previously undescribed pharyngeal ulceration. The complete response of the cutaneous lesions to sulphamethoxypyridazine suggests that this antibiotic may be an effective treatment for PG in general. Haemangiolymphangiomas are a poorly characterized group of benign vascular tumours which as the name suggests are a mixture of both vascular and lymphatic tissue. We present a case which was characterized by an initially rapid presentation and then by rapid, spontaneous resolution. Case report A 2-week-old boy presented with projectile vomiting. The infant was born at term (birth weight 4.6 kg; 97th centile) after a GIFT (Gamete Inter Fallopian Transfer) pregnancy. Feeding was initially normal. On admission he was well, not icteric and noted to have a 'pyloric tumour'. A diagnosis of pyloric stenosis was made and a limited exploration of the abdomen was performed through a small incision. The pylorus was normal and as such no procedure was performed. The vomiting persisted and at 4 weeks he became jaundiced and his platelet count fell below 50x1Q9 I. A barium meal ( Figure 1) and abdominal CT scan showed extrinsic duodenal compression due to a large retroperitoneal tumour apparently arising from pancreas. On admission to King's College Hospital his platelet count was Bx 10 91, (despite several platelet transfusions) with a normal white cell count, haemoglobin and coagulation studies. Liver function tests showed an obstructive pattern (bilirubin 183 /lmolll (25% conjugated), alkaline phosphatase 376 iull, aspartate aminotransferase 64 iu/l), An ultrasound scan confirmed dilated intrahepatic ducts. Further investigations performed including urea and electrolytes, amylase, alpha fetoprotein, urinary estimation of homovanillic acid and vanillylmandelic acid, bone marrow aspiration and a bone scan were all within normal limits. At laparotomy there was a friable, vascular retroperitoneal tumour extending from coeliac axis to the origin of the superior mesenteric artery. Multiple biopsies were performed. Histologically (Figure 2 ) this was a solid encapsulated tumour exhibiting vascular clefts with a scanty endothelial lining and red cells within; there was a diffuse polyclonallymphoid infiltrate and germinal centre formation. Multinucleated giant cells scattered throughout the field were identified as megakaryocytes. 'Thesecomposite features were diagnosed as haemangiolymphangioma with megakaryocyte pooling.
Retroperitoneal haemangiolymphangioma presenting with projectile vomiting and thrombocytopaenia at 2 weeks of age
Angiography and labelled red cell studies suggested a vascular tumour because of high blood flow although significant pooling within the lesion could not be shown. A second laparotomy was performed 2 weeks after the biopsies had been performed with the intention of bypassing the stillobstructed stomach. However, it was clear that the tumour had undergone significant spontaneous shrinkage and that the gastric outlet obstruction was now incomplete. Multiple
